Introduction
A concise accurate history is vital in medical practice. In gynaecology numerical items such as the date of the last menstrual period, the length of the menstrual cycle, and details of pregnancies present special problems. Patients are slow to recall these details on direct questioning and their answers may be inaccurate.' Errors or omissions can lead to mistakes in diagnosis and management. In our clinics one consultant has to see up to 20 new patients, teach students, and supervise about 50 revisits. History-taking falls to junior doctors whose capabilities vary and the encounter may be embarrassing for certain patients. Pressures of time lead to deficiencies and may result in frustration and tensions for both doctor and patient.
We thought this state of affairs might be improved if the basic information was recorded at leisure in the patient's home using a questionnaire. She could then consult calendars and relatives to check details. The first basic questionnaire, which covered only such facts as age and menstrual history, was used in the professorial unit at the Hospital for Women at Leeds in 1968. It was well received and proved reliable in practice. With this satisfactory experience the scheme was extended to cover the complete history required for outpatient consultation. We report here on the system and an analysis of its operation. The Wang system for making the transcript cost £3500, or £585 a year, based on a six-year machine life plus service at £250 a year. Allowing for the assistant's salary (medical secretary grade) the annual running cost is £2123, or £40 82 a week. A work load of 100 patients a week is envisaged so that a single history would cost 40p. The cost of a history that takes up 25 minutes of a senior house officer's time is 70p, and, unless a doctor can take a hand-written history in 14 minutes, the transcript is therefore less expensive to prepare.
Users' reactions-No patient was hostile to the questionnaire, while 390 (78 ",,) found it helpful in explaining their problem. Altogether 385 patients (77",,) found the forms easy to complete while 29 (611) had some difficulty. Many important aspects are not amenable to precise measurement. Most patients who had previously experienced an interrogation history preferred to deal with personal and sexual matters in privacy at home rather than in response to direct questioning at a clinic. The questionnaire proved particularly successful with shy youngsters, the forgetful elderly, and immigrants, who were often helped by relatives. In no case did a consultant find the questionnaire transcript unsatisfactory for clinical management.
The influence of the system on consultation was entirely beneficial and doctor-patient rapport improved substantially. By indicating the information required the questionnaire prepared the patient for the consultation and, the facts of the history being established, it left the consultant with time for less formal conversation and more subtle assessment of the patient. This aspect proved an unexpected advantage of the system.
Discussion
Medical questionnaires have been used for many years, particularly in the United States.2 Some have collected great volumes of data: 400 questions may be asked," which leads to "information overload,"-when it becomes difficult for the clinician to abstract the important features. Some selectivity is required to achieve a workable system. Gledhill and Mathews8 in Melbourne devised a two-stage questionnaire in which secondary questions were selected from a computer file for every primary question answered in the affirmative. The computer then printed out a narrative-style history. Like others,9 they found their system gave insufficient emphasis to the important problems.
In Britain several questionnaires' 0-12 have proved to be economical and acceptable means of collecting information from medical patients. Black"4 was impressed by the two-stage approach,, and Hall" predicted that questionnaires with limited range but greater depth would prove valuable in the subspecialties. Our questionnaire is specialised and designed to take advantage of the British comprehensive system of primary health care. Patients are referred to "closed" specialist clinics with a letter stating their problem and the consultant is not expected to undertake a comprehensive health review. Our clinical system involves sequential progress from a presenting problem towards possible diagnoses, which are substantiated or eliminated. Card'3 emphasised this aspect and commented that no doctor proceeds by collecting every possible bit of information before attempting a diagnosis. These features-patient referral with information from the primary doctor, who has the overall health responsibility, and the sequential progress towards diagnosis-make a branching questionnaire particularly appropriate to British specialist practice. Our experience indicates that it has advantages in gynaecology, as claimed by Backer.';
The questionnaire was designed to define progressively and amplify the presenting problems. The root section narrows the problem to one or two areas and the branch section leads towards diagnosis and management. Many gynaecological patients do not have specific conditions appearing in the Inter-niational Classification of Diseases. Some are concerned that they are having intercourse without contraception yet are afraid of pregnancy, and the system was designed to bring such a "non-illness" to the fore. In other cases the condition is more complex, and some marital, coital, or personality problem is referred to the genital tract. Clinical acumen is required and detection is, if anything, more easily achieved with the questionnaire type of history, as incongruities and incompatibilities in answers are readily evident. Much of the system's success depends on the care taken in presenting the information in a manner easily assimilated by the consultant. In the questionnaires the bypass procedure prevents superfluous answers being obtained. In the transcript irrelevant negatives are eliminated from the text, but the consultant has the advantage of knowing that the questions have been answered. In programming the calculator we took great care to translate the "lay" questions with their circled answers into concise "medical" statements, and by combining this with attention to layout, spacing, and the use of capital letters the important features were brought into prominence The consultants feel freer to converse informally with the patient, often gaining a better insight into her problem.
Confidentiality is a most important aspect. The questionnaires remain anonymous until handed to the assistant at the clinic.
She, like medical secretaries, is bound by the same code of confidentiality as a doctor.' 6 The programmed calculator has no capacity to retain information about patients and simply generates answer phrases. The system, therefore, carries none of the problems of confidentiality that are associated with computers.
The fact that history-taking by questionnaire has been less than successful in some cases is probably related to the accumulation of too much detail with insufficient attention paid to transcription for ease of assimilation. Our experience is that a circumscribed questionnaire designed to obtain essential facts greatly facilitates gynaecological practice. There is a saving in medical manpower and the system has considerable teaching value for both students and postgraduates. The precise plan adopted in this investigation would require modification in other clinical circumstances, but the system is sufficiently simple and flexible to be readily adaptable. Material can be inserted or deleted according to the particular needs of the user. What is required at the outset is a clear definition of the information needed and the manner in which it is to be presented to the clinician.
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General Practice Observed
The clinical psychologist in a health centre: one year's work 
Summary
The Livingston integrated health services project is an attempt to provide a fully integrated area health service with special emphasis on developing multidisciplinary community health teams. As part of this experiment a clinical psychologist was appointed to work in general practice. Ninety-four patients with behavioural, emo-
Introduction
The principle of dealing with health problems in the community rather than in hospital led to the creation of the Livingston health services project,' 2 which has encouraged health service workers to develop new roles and relationships in order to increase the resources available for primary care and create an effective multidisciplinary team. The appointment of a clinical psychologist as a full-time member of this team was an attempt to provide general practitioners with direct access to a non-medical clinical specialist and to provide the psychologist with an opportunity to develop new areas of service.
